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Forewor 



We pay £18 per family per week for our National Health Service. The fact 
that we pay most of this money in taxes rather than in payment for 
treatment does not make the cost any less real. Yet, too many of us behave 
as if we are being given charity - there is a tendency towards passive 
acceptance of health services. This is not the way for patients to get the 
highest quality of service. 

The National Consumer Council believes that patients will get the best 
from the health service only when they know what is reasonable to expect 
of it, what their rights and responsibilities are and when they have the 
confidence and skill to exercise them. Patients clearly need more and better 
information about what services are available and how to gain access to 
them; what choice they have in terms of doctors and services; how they can 
influence decision-making in the health services; and how they can make a 
complaint when something goes wrong. This booklet provides this 
information for the first time. 



We have adopted a wide definition of patients’ rights. This includes 
doctors’ responsibilities under common law and under their contract and 
ethical code. It covers those rights which patients can reasonably expect 
to arise from their doctors’ professional duties. Patients need to keep in 
mind, however, that only doctors’ common law duties and duties laid 
down by acts of parliament and statutory instruments are enforceable in 
courts of law. 



In looking at the rights and responsibilities of patients and doctors, it is 
striking that the duties and responsibilities all lie on the doctors’ side at 
present. The only exception is the duty placed on anyone giving someone 
else medicine to do so as directed by the doctor. 



Yet, unless patients accept some responsibility for their own health - by 
avoiding behaviour that is obviously damaging to their health, as well as 
following courses of treatment - the relationship between doctors and 
patients is likely to be unsatisfactory for both parties. 

We are sure dial this booklet will be useful to patients, advice workers and 
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all those who work in the health service and that it will serve to enhance the 
understanding, co-operation and trust between patients and doctors. 

Michael Shanks 

Chairman, National Consumer Council 
September 1983 
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. Becoming a patient 



It is difficult to say precisely what health care patients are entitled to expect 
of the National Health Service (NHS). There are clues, but most of these are 
open to different interpretations, and circumstances greatly affect cases. 

For example, all doctors have a common law duty to use ‘reasonable skill 
and care’ in diagnosing and treating patients . 1 General practitioners (GPs) 
must give their patients ‘all necessary and appropriate personal medical 
services of the type usually provided by general medical practitioners ’. 2 
The regulation (for England and Wales) giving further detail of what the 
appropriate services consist of, though useful, is still difficult to apply to 
particular cases: ‘He shall do so at his practice premises or, if the condition 
of the patient so requires, elsewhere in his practice area or at the place 
where the patient was residing when accepted by the doctor. ..or at some 
other place where the doctor has agreed to visit and treat him if the patient’s 
condition so requires, and has informed the patient and the Committee 
accordingly. Such services include arrangements for referring patients as 
necessary to any other services provided under the Health Service Acts and 
advice to enable them to take advantage of the local authority social 
services.’ 

In Scotland the regulation states that GPs must give their patients all 
proper and necessary treatment and that ‘...such treatment includes the 
administration of anaesthetics or the rendering of any other assistance at an 
operation, performed by and of the kind usually performed by a general 
medical practitioner provided these functions do not involve the 
application of special skill or experience of a degree or kind which general 
medical practitioners as a class cannot reasonably be expected to possess.’ 
The doctor shall also give his patients such advice or assistance as he may 
consider appropriate to enable them to take advantage of other medical 
services available under the National Health Service . 11 

That for Northern Ireland reads: ‘A doctor is required to visit and treat all 
patients on his list and in the case of a doctor on the obstetric list, all 
patients for whom he has undertaken to provide maternity medical 
services, whose condition so requires at their normal addresses or at any 
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place within his area of practise as set out in his form of application for 
inclusion in the medical list.’ ‘The doctor shall also give his patients such 
advice or assistance as he may consider appropriate to enable them to take 
advantage of other available services and maternity medical services.’ 4 

Information about NHS services 

Before people can become NHS patients, they need some basic information 
about general practitioner and hospital services. 

There are lis ts of NHS GPs in England and Wales at the office of the local 
Family Practitioner Committee (FPC: see page 54) or local Community 
Health Council (CHC: see page 55). In Scotland a list is held by the local 
Health Board or Local Health Council (LHC: see page 55), and in Northern 
Ireland by the Central Services Agency (CSA). Citizens advice bureaux 
(CABx), main post offices and libraries also keep lists. Finding out what 
local GPs have to offer, and what they are like, is more difficult. A book, The 
Medical Directory, in reference libraries, gives doctors’ qualifications. But 
people are perhaps more likely to find out useful information about local 
GPs from friends, relatives and neighbours. 

Hospitals are generally listed in local phone directories under Hospitals, 
and under their individual names - for example, St Thomas. Patients can 
go to casualty departments (in an emergency) and special clinics (for 
sexually transmitted diseases, for example) without a doctor’s letter (see 
page 12). 

As far as systematic information about the availability of medical care is 
concerned, it is rare for the health authorities to publish it. When it is 
published, it tends to be by Community Health Councils (Local Health 
Councils in Scotland). Some hospitals do produce information booklets for 
their in-patients. 

Registering with a GP 

Everyone living in the UK is entitled to be registered with a GP. In some 
areas, people may have difficulty getting on doctors’ lists. If this happens, 
local Family Practitioner Committees have a duty to find people a doctor in 
England and Wales. In Scotland, these duties are held by the Health Boards 
and in Northern Ireland by the Central Services Agency. 5 

Charges for NHS services 

There is no charge for basic GP or hospital treatment 8 to NFIS patients who 
6 
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live in this country, although the government has introduced charges for 
certain people who are in the UK for less than a year. The Department of 
Health and Social Security (DHSS) and the Scottish Home and Health 
Department (SHHD) have issued guidance for hospital staff to follow when 
working out if a patient has to pay. 7 Charges will not be made to overseas 
visitors for immediate treatment at casualty departments nor for the 
treatment of certain communicable diseases (see page 18). 

There are charges for prescriptions (except for certain people - see below) 
and there are some exceptional cases in which GPs and hospitals can 
charge. 

FPCs in England and Wales, Scottish Health Boards and the Central 
Services Agency in Northern Ireland issue four-monthly and yearly 
‘season tickets' (pre-payment certificates) for prescriptions which offer 
some sort of saving. Patients will have to ask at post offices for pre-payment 
certificate forms - form FP95 in England, Scotland and Wales, HS/154 in 
Northern Ireland. 

There are no prescription charges for: 

* children under 16 

* men 65 and over, women 60 and over. 




This happens automatically. Other categories of people excused 

prescription charges need exemption certificates first: 

* women who are pregnant: their doctor, midwife or health visitor will 
give them an application form 

* women who have a child under 1 year or who have given birth to a 
stillborn child or whose child has died within its first year: if they had 
not applied for an exemption certificate during pregnancy, mothers can 
ask at the post office or social security office for form Pll (HS150 in 
Northern Ireland) 

* people on Supplementary Benefit or Family Income Supplement: 
certificates usually come with the order books. If not, patients can ask 
the chemist for a form on which to claim back the cost (FP57 in England 
and Wales, EC57 in Scotland, PS7 in Northern Ireland) 

* people on low incomes, including young people who are 16 and over 
and still at school or college: they can ask at the post office or social 
security office for Form Pll (HS150 in Northern Ireland) 

* people with certain medical conditions that need regular medication - 
like a colostomy, diabetes or epilepsy; or a permanent disability that 
stops the person getting around without help: they can ask for form Pll 
(or HS150 in Northern Ireland) at the post office, or social security office. 
These people get all their prescriptions free of charge. 

* prescriptions to do with the disability of war or service pensioners: these 
people get free prescriptions only for the medication specifically 
prescribed for their disability. 

Leaflet Pll (HS150 in Northern Ireland), from post offices and social 

security offices, gives details of the different categories and gives 

application forms for some of them. Patients have to ask for it. 

GPs’ services are free of charge, except for: 

* certificates of sickness or injury other than those required for social 
security purposes . 8 (Employers with their own sick pay schemes 
sometimes ask for certificates of sickness) 

* vaccination or immunisation for foreign travel, where they are not 
recommended by the DHSS for the countries concerned; international 
certificates of vaccination. 

* check-ups required by insurance companies or employers 

* safety belt exemption certificates (with some exceptions) 

* cremation certificates. 

8 
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Hospitals can charge NHS patients for: 

* amenity beds (paying to get a bed with more privacy) 

* prescriptions for outpatients’ drugs and appliances. 

GPs and hospitals can claim fees for emergency examination or treatment 
of injuries from accidents involving motor vehicles . 9 These fees are paid by 
the drivers of the vehicles involved or by their insurance companies. 

Social security payments of long-stay hospital patients are reduced to take 
account of the day-to-day savings they make while in hospital 



Travelling expenses for hospital patients and visitors 

Patients who get Supplementary Benefit or Family Income Supplement 
can get help with their travel costs to attend hospital as out-patients, 
in-patients or day patients. This is paid by the Hospital General Office on 
production of the order book. Other people, for example those on low 
incomes, may also be eligible for help with travel costs on completion of a 
form from the Hospital General Office or local social security office. In 
certain circumstances, visitors to close relatives in hospital can be helped 
with travelling costs under the Supplementary Benefit scheme . 10 In 
Scotland, a special scheme in the area covered by the Highlands and 
Islands Development Board helps towards travel costs of patients who 
travel more than thirty miles by land or five miles by sea to get to hospital. 
Patients can ask for leaflets from the Health Board, hospital or Local Health 
Council. 

Ante— natal care 

Pregnant women are guaranteed the right to paid time off work for ante- 
natal care . 11 

GPs’ duty to attend patients 

In general, GPs must (unless prevented by an emergency) see any of their 
patients who come during surgery hours. (If it is a group practice, this duty 
is satisfied if any of the partners sees the patient.) The only exception to 
this general du ty is if there is an appointment system and patien ts have not 
made an appointment. In that case, the doctor or receptionist can ask them 
to return at a later surgery — as long as their health would not: be 
endangered by this, and they are offered an appointment within a 
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reasonable time. 12 Even when it is the receptionist who does all this, the GP 
is responsible for it. 

It is the responsibility of GPs to ensure that a service is provided for their 
patients whenever they are off duty. This may be through other partners in 
a group practice, a voluntary rota between individual doctors, or a 
commercial deputising service. More normally a phone number is 
provided which patients can contact out of hours. In exceptional 
circumstances, FPCs in England and Wales, Scottish Health Boards or the 
Central Services Agency in Northern Ireland can relieve GPs of this 
responsibility, but must then arrange for other doctors to provide services 
for the GPs’ patients. 13 

Home visits 

Under common law, doctors’ duty of care to patients requires that they 
attend to patients reasonably quickly - which may require visiting them at 
home. How soon a doctor should visit depends on the circumstances. 14 

According to their terms of service, GPs must visit patients at home ‘if the 
condition of the patient so requires’. 1 5 This is a decision GPs must make on 
medical grounds : a failure to visit when necessary could be a breach in the 
terms of service, and negligence. 



Temporary residents 

Anyone living in a district for not more than three months, or who has no 
permanent home, can apply to any GP in the district to be accepted as a 
temporary resident. Temporary residents can remain on the list of their 
own GP, as long as they do not live in the other district longer than three 
months. 16 After three months, they should register with a GP as a 
permanent patient. 

Urgent treatment 

GPs must give what is called ‘immediately necessary treatment’ for up to 14 
days, to people without a doctor in the area until they have been accepted 
by a GP as a permanent or temporary patient. ' 7 

In an emergency patients can go to their GPs or to hospital casualty 
departments where patients will be examined and treated. The DHSS and 
the SHHD expect hospitals with casualty departments not to turn away 
patients without a doctor seeing them. 16 Failing to see and examine a 
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patient may lay a casualty officer open to action for negligence if the 
patient suffers as a result. 19 

Getting drags from a GP 

People may have serious difficulty in getting drugs or appliances from a 
chemist because of distance or poor transport, or because they live in the 
country. In either case, the GP may be registered as a dispensing doctor, 
and will be able to dispense the necessary drugs or appliances. 20 Patients 
should ask. 

Maternity and contraceptive services 

Patients must register for materni ty and contraceptive services. They can 
register with their own GP for these services or may choose another. If their 
own GP doesn’t provide the services, they must register for maternity and 
contraceptive services with another GP who does. 21 Family Practitioner 
Committees (FPGs) in England and Wales have lists of GPs providing these 
services. In Scotland lists are held by the Health Boards and Local Health 
Councils, and in Northern Ireland by the Central Services Agency. 

Patients wanting contraceptive services can register with a Family 
Planning Clinic instead of with a GP. Health authorities keep lists of these. 
Or there are lists from the Family Planning Information Service in London 
(telephone 01-636 7866) and Glasgow (041 332 1070). In Northern Ireland 
Family Planning Clinics are listed, under their Area Health Board in the 
telephone book. 

This book does not cover detailed rights connected with pregnancy, birth 
and the first year of life. See page 615 for how to find out more. 



Second opinions 

When doctors are unsure about a diagnosis, they could be found negligent 
if they failed to refer the patient to a specialist, and the patient suffered as a 
result. 22 



Patients can ask GPs to arrange a second opinion, but GPs do not have to do 
so if they think it unnecessary. 



For patients whose GP will not arrange a second opinion, changing their 
GP may be the only way of getting one. It is considered unethical fora 
doctor (NI LS or private) to see a patient who is under the care of another 
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doctor, unless the doctor responsible for the patient has referred the patient 
to the second doctor. 

Patients may be able to get a second opinion from some NHS clinics which 
do not demand a referral note from the patient’s GP. These include family 
planning clinics, special clinics (for sexually transmitted diseases) and 
Well Women clinics. 

In hospital, patients can ask their consultant to arrange a second opinion — 
for example, if they are unsure whether to go ahead with an operation. 



Getting hospital treatment 

Patients can use casualty departments (in an emergency) and special 
clinics (for the treatment of sexually-transmitted diseases) without a 
doctor’s letter. At all other times, they will need a letter of referral IfomaGP 
or NHS clinic such as a Family Planning or Child Health Clinic. 

12 
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Waitihg times for hospital treatment 

Waiting times vary greatly in different parts of the country. In general, 
urgent problems are usually dealt with quickly everywhere, but operations 
such as hernias can mean a wait of several years. 



Hospital out-patient appointments 

The DHSS and SHHD recommended in 1954 that block booking of out- 
patients (giving a number of patients the same appointment time) should 
stop."' 1 However, it continues at many hospitals, especially in ante-natal 
clinics. 

Abortion 

In an emergency, where an abortion has to be carried out immediately to 
save the woman’s life, or to preven t serious permanent injury to her 
physical or mental health, one doctor's opinion is all that is necessary. 24 

In other circumstances, two doctors must certify that at least one of the 
following conditions applies: 25 

* the pregnancy involves a risk to the life or physical or mental health of 
the pregnant woman, greater than if it were terminated; 

* the pregnancy involves risk of injury to the physical or mental health of 
any existing children of the woman’s family, greater than if it were 
terminated; 

* there is a substantial risk of the child having physical or mental 
abnormalities amounting to serious handicap. 

It is a criminal offence to carry out an abortion under any other 
circumstances than these. For abortion consent, see page 21. 

There is no Abortion Act covering Northern Ireland where abortion is 
illegal. For advice patients can contact private agencies such as those listed 
on page 60. 
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2 Choice aik. consent 



Choosing a GP 

GPs in England and Wales have contracts with their local Family 
Practitioner Committees (FPCs) to look after a number of patients (usually 
between 2,000 and 3,000) — their lists. In Scotland, this contract is with the 
Health Board and in Northern Ireland with the Central Services Agency 
(CS A). Patients can choose which GP to register with as long as the GP is 
willing to accept them. 1 The FPC, Health Board or CSA (the regulatory 
bodies) must find a GP for any patients unable to find one willing to accept 
them. 2 

Changing GPs 

Patients can change GPs for any reason whatsoever, and they do not have to 
give that reason to either the GP or the regulatory body. 3 Patients can find 
another GP willing to take them on and then ask their own GP to sign their 
medical card. Or they can send their medical card to the regulatory body, 
informing it in writing of their wish to change GPs. In this case, patients 
will not be able to see the new GP for 14 days. 

GPs also have the right to remove patients from their list, without giving 
any reason, by writing to the regulatory body. 4 But patients can ask the 
FPC, Health Board or CSA to ensure that they are not left without a GP. 



Choosing a hospital or consultant 

Patients can ask to be treated at a particular hospital, or to be referred to a 
particular consultant, but they have no absolute right to have these 
requests met. 5 

Psychotherapy and counselling 

Patients can get psychotherapy under the NHS for conditions considered to 
have a strong psychological side to them. GPs can refer patients to 
psychiatrists, who may refer them on to a clinical psychologist or a 

16 
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psychotherapist, for group or individual therapy. Some GPs will send 
patients directly to a clinical psychologist. 

Some GPs’ practices and hospitals are experimenting with counselling, but 
this is not generally available under the NHS at the moment. Not all forms 
of therapy come under the NHS. For information about other forms of 
therapy, MIND and the Scottish Association for Mental Health can help 
(see page 56 for addresses). 

Alternative treatment within the NHS 

In the NHS, alternative treatment can be provided only by doctors 
registered with the General Medical Council. They can use any form of 
treatment they consider to be in the interest of their patients, as long as they 
follow the usual legal and ethical requirements. 1 ' 

The only forms of alternative treatment that a significant number of doctors 
have so far trained in are homoeopathy, hypnotherapy and acupuncture. 
There are two ways in which patients can have these forms of treatment 
under the NHS: 

* if their GP refers them to a hospital where these forms of treatment are 
practised 

* by registering with a GP who has trained in the particular form of 
treatment. GPs cannot refer patients to another GP for NHS treatment. 

Patients in some NHS hospitals can request spiritual healing - providing 
the doctor treating the patient is told. 
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Alternative treatment outside the NHS 

Many forms of alternative treatment, such as osteopathy, chiropractic and 
herbalism, do not come under the NHS (unless an individual doctor 
happens to have trained in them) . The only way for most people to get these 
forms of treatment is to go to a practitioner outside the NHS. People usually 
find a practitioner themselves , as doctors will not necessarily know about , 
and may not believe in, alternative treatments. It is possible for a doctor to 
delegate treatment to alternative practitioners, but the doctor must keep 
ultimate responsibility for the patient’s medical care and must be satisfied 
that the practitioner is competent. 7 

For information about where to find out about alternative practitioners, see 
page 59. 

Leaving hospital 

Patients are normally free to discharge themselves from hospital at any 
time, even if the hospital wishes them to stay. Patients who discharge 
themselves against doctors’ advice may be asked to sign an undertaking 
accepting responsibility for the consequences. Patients who have 
discharged themselves against hospital advice will be readmitted to 
hospital only if the consultant asked to readmit them thinks they could 
benefit from this. 8 

If patients are being discharged and think that their home accommodation 
or circumstances will be difficult, they can ask about home help or district 
nurse services. 

In the following circumstances patients do not have the right to leave 
hospital: 

* if they have been detained under the Mental Health Act 1983, or the 
Mental Health (Scotland) Amendment Act 1983, or the Mental Health 
Act (Northern Ireland) 1961 

* if they have a notifiable infectious disease, 9 or are carrying an organism 
capable of causing one; and have been taken to hospital and detained 
there by order of a Justice of the Peace 10 or a Sheriff in Scotland 

* if they are unable to look after themselves, have no-one to look after 
them, and either have a chronic disease (a disease that is constantly 
present or which recurs), or are old or physically incapacitated, and 
living in insanitary conditions. In such circumstances, people can be 
taken to hospital and kept there by order of a Justice of the Peace, under 
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Section 47 of the National Assistance Act 1948 in England, Wales and 
Northern Ireland, or in Scotland by order of a Sheriff or magistrate under 
the same Act. 

In any other circumstances, patients kept in hospital against their will 
could sue those detaining them for wrongful detention, and, if touched 
without consent, for assault . 11 

Consenting to examination and treatment 

Examining or treating patients without their consent is a form of assault. 
The only exceptions to this are: 

* if a person has a notifiable disease or is carrying an organism capable of 
causing one. A Justice of the Peace or Sheriff can order that person to be 
medically examined and removed to hospital and detained there 12 

* if a patient has been detained under the Mental Health Act (Northern 
Ireland) 1961, or has been detained for assessment or treatment under 
the Mental Health Act 1983 or Mental Health (Scotland) Amendment 
Act 1983 when emergency treatment and certain treatments which are 
not listed in the Acts or accompanying regulations may be given without 
consent (see page 24). 

In order to give their consent to treatment, patients must have been 
informed by the doctor of any risks involved. 13 Exactly how much the 
doctor tells patients is a matter of discretion 14 , based on professional 
judgment, and varies according to circumstances (see page 28). (Consent as 
it applies to children is dealt with in Chapter 4). 

Right to refuse treatment 

Patients are free to refuse any form of treatment proposed - apart from the 
exceptions spelt out above. (This follows from the doctors’ duty to 
obtain patients’ consent.) Going to a doctor is usually taken to mean 
consent to examination and treatment, but the law does not permit doctors 
to act against specific instructions patients have given about examination 
and treatment . 15 So, patients must tell doctors about any treatment they do 
not want. 

Before deciding whether to accept or refuse drug treatment, patients may 
want to find out about side effects. See page 28 for how to do this. 

Patients who refuse treatment in hospital can be discharged by their 
consultant. 
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Emergency consent 

If a patient is unconscious and delay would be dangerous, a doctor is 
entitled to carry out any necessary treatment or operation . 16 It is usual 
practice to consult the nearest relative of the patient, but in law no-one 
except a legal guardian has the right to give or withhold consent on behalf 
of another adult. So relatives cannot refuse consent for treatment necessary 
to save a patient’s life . 17 

Unusual or risky treatments 

It is a doctor’s duty to ask patients specifically for their consent for any 
treatment that is unusual or involves particular risks . 16 



Consent for operations 

In the case of operations under general or local anaesthetic, doctors and 
hospitals use consent forms, to get the patient’s written permission. There 
is a standard form for this, though patients may be offered special forms 
recommended by the Medical Defence Union . 19 

Doctors must tell patients any facts necessary for them to decide whether 
20 
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they want the operation. Exactly how much the doctors tell is a matter of 
discretion, but real and foreseeable risks should be disclosed . 20 

There is no difference in law between treatment of a minor wound and a 
major operation. In practice, though, for minor wounds which are 
presented for treatment, the consent of the patient can normally be taken to 
be implied. For more serious treatments, the patient’s consent is normally 
sought. 

Sterilisation consent 

A DHSS Minister of State went on record as saying that sterilisation is no 
different from other medical treatment . 21 ‘There are no forms of medical 
treatment or operations for which consent of the spouse is a statutory 
requirement. Health authorities have, however, been advised that, where 
sterilisation is proposed, the consent of the partner as well as that of the 
prospective patient should be obtained. .. such consent helps to ensure that 
both partners fully share decisions on the methods of family planning they 
adopt and reduces the risk of subsequent regret by either partner’. 

Where sterilisation is not medically necessary, it is not clear whether a 
husband or wife could take legal action if it was done without their 
consent 22 

Abortion consent 

For abortion, other than in Northern Ireland where it is illegal, the woman’s 
consent alone is legally necessary. In law, the father has no power of veto 23 
But doctors are advised by the Medical Defence Union that they should get 
the consen t of a woman’s husband to the termination of a pregnancy where 
the woman agrees. This is to preserve good family relations rather than to 
fulfil any legal requirement. 

Consent for medical research 

The position on consent varies according to whether the research is 
expected to benefit the patient or not. 

Where no benefit to the individual patient is expected, ‘a full explanation 
of the proposed procedure should be given and the patient must feel 
completely free to decline to participate or to withdraw at any stage’. This 
should usually be in the presence: of a witness. Where research is intended 
to benefit the patient, ‘although consent should ordinarily be sought, there 
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are sometimes circumstances in which it is inappropriate or even 
inhumane to explain the details and seek consent. Ethical committees 
should examine such cases with particular care ’. 24 (For example, if 
someone does not wish to know they have a fatal illness, and there is no 
known effective treatment, the person might not wish to be told they were 
being given an experimental drug.) Ethical committees have been set up in 
every hospital or institution where clinical research investigations are 
done. Health authorities should refer all proposed clinical research 
investigations to these committees. Decisions to withhold information 
from all terminally ill patients involved in the clinical trial of a drug may 
not, however, be acceptable. 

As far as research on mentally ill or mentally handicapped patients is 
concerned, there is a difference of legal opinion about whether parents or 
guardians can give consent. A recent book on medical law 25 concludes that 
no firm general advice can be given to doctors on this, and that the 
particular facts of any case would have to be carefully weighed up. 

Medical students 

Patients who do not want to be examined in the presence of medical 
students can simply tell the doctor, who must respect these wishes . 20 

Administering drags 

Anyone administering a medicine to another person must do so as directed 
by the doctor . 27 

Right to die 

Patients are free to decide whether to accept treatment or not, and can stop 
treatment at any time even if this could lead to their death. 

Deliberate killing is as illegal for doctors as it is for anybody else. Doctors 
have a legal as well as an ethical duty to preserve life, but the British 
Medical Association Handbook of Medical Ethics points out that the 
doctor also has a responsibility to ensure that patients die with dignity and 
as little suffering as possible. Difficult decisions arise in cases where a 
patient is in the last stages of a painful and incurable illness. These include 
whether to treat further infections, and whether to increase the dosage of 
drugs with very unpleasant side-effects, in order to prolong the patient’s 
life. Patients need to let doctors know if they do not want further treatment 
to be given. 
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Removal of parts of the body after death 

Parts of the human body can be removed after death ‘ for therapeutic 
purposes or for purposes of medical education or research ’. 20 People can 
express a wish to have their bodies used in such a way. And, unless they 
have expressed the wish not to have their bodies used in this way, whoever 
is lawfully in possession 29 of the body can allow parts to be removed by 
doctors. Medical staff must be sure that brain death has taken place before 
such removal may lawfully take place. 

Patients not competent to give consent for treatment 

If a person is temporarily unable to understand and consent to 
treatment — through alcohol or drugs, for example - doctors can carry out 
essential procedures 30 which are necessary to save life or to prevent serious 
damage to health. 

Where a person’s ability to understand and consent to treatment is likely to 
be permanently impaired — because of long-term psychiatric disorder or 
handicap - the issue is more difficult. 

In general, incompetency refers to a person's ability or inability to 
understand and agree to a particular decision at a particular time, and must 
be decided in each case; it is not a label that can be put permanently on a 
patient . 3 1 Where a patient is not able to give valid consent, it is common for 
a medical practitioner, or the patient’s nearest relative, to be asked for their 
consent . 32 But it is also argued that only a legal guardian, or court- 
appointed person exercising similar powers, could substitute for the 
patient’s own consent. Failing that, the patient could arguably bring an 
action of assault . 33 

Voluntary (informal) psychiatric patients 

These patients have the same rights on consent as any other patient. A 
problem arises only if they are unable to understand what is being 
proposed. One view is that doctors should do what they think best unless 
the patient objects. 34 Special provisions in the Mental Health Act 1983 
covering England and Wales prevent voluntary patients from receiving 
psychosurgerv and other treatments giving rise to special concern unless 
there is a medical second opinion that it will be effective and a separate 
second opinion confirming consent. Similar provisions covering Scotland 
are included in the Mental Health (Scotland) Amendment Act 1983. 
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Patients detained under the Mental Health Acts 

The Mental Health Act 1983 (and Mental Health (Scotland) Amendment 
Act 1983) outlines the kinds of treatment for which patients’ consent is 
needed. Doctors will not need patients’ consent for any treatment for 
mental disorder not specified in the Act. Treatments that give rise to 
special concern (which are to be named in regulations) and psychosurgery 
can only be given to detained or voluntary patients if they consent and a 
panel appointed by the Mental Health Act Commission in England and 
Wales (Mental Welfare Commission in Scotland) confirms that consent has 
been given and a second opinion doctor agrees to the treatment. Other 
treatments to be named in the regulations (which will include electro- 
convulsive therapy) can only be given if the detained patient consents or if 
a doctor appointed by the Mental Health Act Commission (Mental Welfare 
Commission) agrees to the treatment. Drug treatments can be given to 
patients without their consent for three months before the independent 
doctor is brought in. In emergencies certain treatment can be given without 
consent. For information on this and all aspects of psychiatric patients’ 
rights not covered here, people can contact MIND. 

In Northern Ireland, under the Mental Health Act (Northern Ireland) 1961, 
it has often been assumed that any detained patient can be forced to take 
treatment, though doctors are advised to gain the consent of the patient and 
nearest relative where possible. This has been challenged on the grounds 
that section 26 of the Act speaks of the use of compulsion in relation to 
detention only, not to treatment. Section 22 of the Act provides for an 
application of guardianship giving the guardian the same powers as the 
parent of a child under 14. 
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3 information 



Information to patients 

The general rule is that if patients specifically ask for information, their 
questions should be answered fully and truthfully. But the amount of 
information doctors give patients varies according to their assessment of 
how much a particular patient wants to know, and how much they think 
that patient can handle. Doctors’ duty of care towards patients includes 
volunteering information on the real risks of particular treatments which 
patients need in order to give their consent to that treatment . 1 
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In a case in 1954, Lord Denning said in his summing up that the decision by 
the doctor involved - to give false information - was a matter of clinical 
judgment. 2 However, a more recent view is that exceptions to the general 
rule of truthfulness are likely to be justified only in exceptional 
circumstances. 3 Exceptions are particularly unlikely to be justified if the 
information in question is used to get the patient’s consent for treatment. 4 If 
a proposed course of treatment has known side effects, or if there is risk to 
the patient’s life or health, it is usually assumed that the doctor should 
discuss this with the patient. Information on the major established side 
effects of drugs is published in the British National Formulary (see page 
60). The crucial decisions should rest with patients, and only in 
exceptional circumstances should they be kept in the dark about the true 
state of their health, or about the treatment proposed. 5 

A doctor may be held to be negligent if he fails to warn a patient of the real 
risks inherent in a treatment. 6 

The fact remains, though, that patients have no absolute legal right to 
information about their case, and the information they receive varies a lot 
from doctor to doctor. If there is something patients want to be informed 
about they need to make this absolutely clear to the doctor. 

Access to medical records 

The DHSS has encouraged health authorities in England and Wales to 
disclose information from records voluntarily (with the patient’s consent), 
with certain exceptions. 7 But there is no legal duty on GPs or hospitals to 
let patients see their records. 8 Anyone considering, or involved in, legal 
action can ask to see them. If refused, they can apply to a court of law to 
order the information to be released. The court decides whether the 
information should be released or not. Medical records may be given to the 
applicant, or the applicant’s legal and medical or other professional 
adviser; or, if the applicant has no legal adviser, any other professional 
adviser of the applicant. 9 

It is the policy of the SHHD to offer access to medical records to an 
independent medical expert of the patient’s choice, providing the original 
doctor does not object. If access to the medical records is opposed, the 
Court has the power to order that they be produced. 10 

Confidentiality 

In general, doctors can pass on information about patients only when 
patients have given their permission - except when it is to other 
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professionals involved in the treatment . 11 The amount of information 
given should be just that needed for them to do their job. 

However, where doctors suspect child abuse, they may inform the local 
authority social services department, social work department, the NSPCC, 
or the SSPCC. 

And in some circumstances the law requires doctors to disclose 
information: 

* when ordered by a court of law 12 

* when patients have a notifiable infectious disease or food poisoning, 
doctors must tell the local authority 13 

* if they suspect a patient of addiction to hard drugs, they must tell the 
Chief Medical Officer at the Home Office in England and Wales, at the 
Scottish Home and Health Department in Scotland, or the Department of 
Health and Social Services in Northern Ireland 14 

* doctors must notify abortions to the Chief Medical Officer at the DHSS, 
Welsh Office or SHITD 13 

* the cause of death must be entered on death certificates 10 

* in England, Wales and Scotland the police can insist on doctors helping 
to identify drivers who are suspected of one of a number of driving 
offences 17 
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It is up to the conscience of individuals (including doctors) whether to 
inform the police if they know that someone has committed a criminal 
act . 18 The increasing tendency to have teams of professional workers at 
GPs’ surgeries complicates decisions about what information to disclose. 



Confidentiality of hospital records 

Hosp ital records are the property of the Secretary of State at the DHSS or the 
Welsh Office, and the SHHD. They are under the control of the hospital, for 
use by any doctor who treats the patient at the same hospital . 111 A statement 
from a Health Minister made clear that, where there is a question of 
confidential information being revealed, the doctors concerned must 
decide the matter in the light of their ethical code. It is not for health 
authorities or the Secretary of State to override this , 211 

The obligation to keep records confidential probably rests on the health 
authority in charge of the hospital. A breach by a hospital employee could 
lay the authority open to legal action . 21 
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Research records 

Where medical records are used for research, the identity of patients 
involved must not be disclosed . 22 



Information for relatives 

In the case of relatives asking for information, it is usual for doctors to give 
it, unless there is some reason not to (for example, in some cases of troubled 
marriages ). 23 The patient’s consent is taken to be implied. Patients not 
wanting particular people informed of their condition can tell their GP or 
the hospital staff not to do so. 
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: Iren 



The rights discussed in this book generally apply to under 16s as well as 
adults. But there are some areas where specific problems arise. 



Consent 

Once over the age of 16, people can give independent consent to their own 
examination or treatment. 1 But in the case of those under that age, the law is 
not absolutely clear. 

It is generally assumed that the Family Law Reform Act (covering England, 
Wales and Northern Ireland) allows children under 16 to give consent to 
their own treatment. 2 Their consent would be valid, providing they can 
understand fully what the proposed treatment involves. 3 Such consent 
could cover anything except experimental operations and the donation of 
blood or organs, for which a person must be at least 18. 4 

Scotland 

Under Scots law, girls below the age of 12 and boys under 14 are governed 
by their parents. This parental authority includes the right to govern the 
person of the child and order its upbringing. 5 Therefore the parents’ 
consent would be necessary for any medical examination or treatment. 

When a child reaches puberty however (at 12 years for girls and 14 years for 
boys), parental authority in law is weakened. If children have left home, 
then the parents have no say in their life and therefore the consent of the 
child would be sufficient. If the child is still at home, the parent still has 
some authority ‘for the benefit, guidance and comfort’ of the child and 
therefore in most cases parental consent should be sought. 

However there may be circumstances where the law would consider that 
the parents have lost their authority over the child, for example, where a 
parent has refused to act in the best interests of the child, and in these cases, 
the consent of the child would be sufficient. 6 

In practice, though, doctors will seek the consent of the parents of young 
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people under the age of 18. 7 Also under the regulations concerning the 
right to choose GPs, it states that for a child under 16, the choice shall be 
made by the mother, father or guardian. 8 



Emergencies 

When a child needs an immediate operation or treatment to save life,, 
doctors can act as agents of necessity when the child is unable to consent, 
and the parents or guardians are unavailable. This may apply even where 
the child objects to the treatment. 9 

Parents’ consent withheld 

Parents have a legal duty to give children in their care the medical aid they 
need. Where parents refuse consent for treatment which is necessary for a 
child’s health, the action that a doctor takes depends on the urgency of the 
treatment. 

Doctors in England, Wales and Northern Ireland can usually intervene by 
asking the local authority social services department for a care and 
protection order, which allows doctors to give consent instead of the 
parent or guardian. 

This would be the only way that a doctor could treat a child who is at home 
and in need of treatment which is being refused by the parents. As the child 
is under the control and custody of the parents, they would be answerable 
in law if anything happened to the child as a result of their refusal. 

In Scotland doctors can ask the local authority social work department to 
apply to the court for a place of safety order. If this is granted the case can be 
referred to the Children’s Panel who can place a supervision order on the 
child. This would allow the Department to give consent instead of the 
parent or guardian. 

In hospital, when a child’s life is in danger and there is no time for a care or 
a supervision order to be given, it is generally accepted that doctors are 
justified in doing whatever is necessary to save the child’s life. 10 Doctors 
might be liable for manslaughter (culpable homicide in Scotland] if they 
failed to give treatment in these circumstances and the child died. 11 

In some cases, health authorities are advised to get a written opinion from a 
doctor that the child’s life is in danger and an acknowledgement from the 
parent or guardian (preferably in writing) that consent has been refused. 12 
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In cases when life is not in immediate danger but when the child is at risk of 
long-term disability, ill-health or immediate pain, a local authority care or 
supervision order will allow doctors to carry out the treatment. Parents can 
be prosecuted for neglect if they fail to provide medical aid for a child when 
a reasonable parent in similar circumstances would have done so. (This 
applies to circumstances likely to cause suffering or injury to health, where 
the child suffers as a result.) The prosecution would be brought under 
section 1 of the Children and Young Persons Act 1933, in England and 
Wales, the Children and Young Persons Act (Scotland) 1937, or the 
Children and Young Persons Act (Northern Ireland) 1968. 13 

Unreasonable refusal by parents to allow an operation may be wilful 
neglect. 14 

Confidentiality and parental consent 

Children have the same right as adult patients to consult any doctor 
confidentially. 

In the case of children under 16 wanting to consult doctors without their 
parents being told, doctors are in a difficult position. They must weigh up 
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their responsibility to both the child and the parents or guardians. Where 
doctors cannot persuade patients under 16 that parents or guardians 
should be involved they may have to give treatment without parental 
consent . 15 This most often arises over contraception. 

Contraception 

As well as confidentiality, there is the legal problem that sex with a girl 
under 16 is a criminal offence. So doctors providing contraception could 
be said to be aiding an illegal act. But legal advice obtained by the British 
Medical Association says that if a doctor acts in good faith to protect a girl 
against the potentially harmful effects of intercourse, the doctor would not 
be acting illegally. 16 

The DHSS guidance on contraception for under-'16s concludes that it must 
be left to doctors’ professional judgment. 17 ‘The Department would 
therefore hope that... the doctor, or other professional, will always seek to 
persuade the child to involve the parents or guardian. ..at the earliest stage 
of consultation, and will proceed from the assumption that it would be 
most unusual to provide advice about contraception without parental 
consent.’ However, making this an absolute rule ‘might cause some not to 
seek professional advice at all. They could then be exposed to the 
immediate risks of pregnancy and of sexually-transmitted disease, as well 
as other long-term physical, psychological and emotional consequences 
which are equally a threat to stable family life’. 

Consent for research 

The health departments’ advice on research involving children 18 
distinguishes between the beneficial and non-beneficial. 

Where direct benefit to the child is expected from using an experimental 
drug, for instance, parents’ or guardians’ consent should be sought. Where 
research is expected to offer no direct benefit to the child, it should go 
ahead only where the risk or discomfort is negligible, and only with the 
agreement of parents or guardian. 

The legal position is less clear. One view is that, strictly, parents and 
guardians cannot give consent on children’s behalf to something of no 
benefit to them which may carry some risk. 19 There would be no general 
age of consent; the person would need to understand fully the implications 
of the proposed procedures. But the assumption is that the courts would 
not regard children of 12 or under (14 or under in Northern Ireland, bays 

36 



Printed image digitised by the University of Southampton Library Digitisation Unit 



14 or under in Scotland) as able to give consent to procedures that could 
involve them in injury. A recent legal text 20 confirms that there is still a 
difference of opinion about this issue. 



Visiting children in hospital 

The health departments recommend hospitals to allow parents of children 
in hospital unrestricted visiting. 21 If there are medical reasons for refusing 
a particular visit, the decision should be made only by the consultant in 
charge. In a court case, 22 Lord Justice Cantley found that a child in hospital 
remained 'in the custody of its parents. The hospital and the doctors were 
caring for the child ‘by the authority and on behalf of the parents who 
remained in a position to exercise powers of control should they wish to 
do so.’ 

Many hospitals provide beds for one of the child’s parents to stay 
overnight. Despite all this, not all hospitals do allow free access to parents, 
so they may find they have to insist in order to stay with their child. 23 
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O’Toole, Your Child in Hospital: A Parent’s Handbook, 1981 (see page 
'57 for address) 
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„ Representation 



The public is represented in the NHS at several levels (addresses in 
Contacts, page 54). 

• National - through Members of Parliament and pressure groups and 
other organisations outside the NHS such as Patients Association. 

• Regional and local - through local authority and lay representatives on 
health authorities and Family Practitioner Committees in England and 
Wales, on Health Boards in Scotland and on Area Boards in Northern 
Ireland. 

® Community ~ through the Community Health Councils in England and 
Wales, Local Health Councils in Scotland and District Committees in 
Northern Ireland set up to represent the interests of the public to health 
authorities. 

• GPs’ practices — through Patients’ Participation Groups in a small 
number of practices. 

• Individual - through participation by individual patients in their own 
treatment. 

National representation 

In England and Wales 

Broad issues, including national health policies and the way the health 
service is organised, are decided by parliament. The Secretary of State for 
Social Services is the cabinet-level minister who oversees health matters, 
assisted by a Minister of State for Health. The Secretary of State is in charge 
of the work of the Department of Health and Social Security, which is 
responsible for central planning of the health services and for monitoring 
their performance. 

In parliament, there are two select committees that deal with health matters 
— the Select Committee on Social Services and the Select Committee on the 
Parliamentary Commissioner for Administration, which examines the 
reports of the Health Service Commissioners (Ombudsmen). Reports 
produced by these committees are stocked by Her Majesty’s Stationery 
Office. 
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The public interest in the NHS is represented in this system by 
organisations which lobby MPs, give their views to select committees and 
so on. These include pressure groups like MIND and national 
organisations like the Spinal Injuries Association. 

In Wales 

The Secretary of State for Wales is a cabinet-level minister with 
responsibilities for health services in Wales. The Secretary of State is in 
charge of the work of the Welsh Office which is responsible for the central 
planning of the NHS in Wales and for monitoring its performance. The 
Welsh Affairs Committee can also investigate the NHS in Wales. 

In Scotland 

The Secretary of State for Scotland is the cabinet-level minister who 
oversees health matters in Scotland. The Secretary of State is assisted by a 
Parliamentary Under-Secretary of State for Health and Social Work. The 
Secretary of State for Scotland is in charge of the work of the Scott ish Home 
and Health Department, which is responsible for central planning of the 
health services and for monitoring their performance. The Select 
Committee for Scottish Affairs can also deal with health matters in 
Scotland. 

In Northern Ireland 

In Northern Ireland, the Secretary of State has overall responsibility for all 
government matters and departments. The Secretary of State is assisted in 
health matters by a Minister of State for Health and Social Services. 

United Kingdom policies for the NHS generally apply but there are some 
regional differences in the day-to-day operation of the Health, and Personal 
Social Services in Northern Ireland. Legislation for these procedures has 
been drawn up in Northern Ireland and copies of Acts and Regulations are 
available from Her Majesty’s Stationery Office. 

Policy matters are the responsibility of the Department and the four 
Area Boards. 

Regional and local representation 

In England and Wales 

The public is indirectly represented on District Health Authorities (DBAs) 
through the councillors nominated by local authorities who make up one 
quarter of the membership. They are also represented through the seven 
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members nominated by the Regional Health Authority (RHA) - in Wales, 
which has no RHA, by the Secretary of State for Wales. Public 
representation on RHAs themselves is even more indirect - members are 
appointed by the Secretary of State after consultations. 

At present, half of the Family Practitioner Committee (FPC) members are 
lay members, 1 1 being nominated by the District Health Authority and 4 by 
local authorities. 

Community Health Councils ( CHCs ) 

CHCs were set up to represent the interests of the public in their districts. 1 
There is normally one CHC per health district, with between 18 and 24 
members. 2 In Wales, there are up to four CPICs per district. 3 At least half of 
the members are appointed by local authorities in the area, a third by 
voluntary organisations, one sixth by RHAs (in Wales, by the Secretary of 
State). Members of RHAs and DHAs cannot be on CHCs. CHC meetings are 
open to the public. 

The duties of the CHCs include reviewing the operation of the health 
service in their districts and recommending improvement. 

DHAs must consult the local CHC on proposals for ‘any substantial 
development of the health service in the Council’s district and on any such 
proposals to make any substantial variation in the provision of such 
service’. 4 There is no hard and fast definition of substantial variation. For 
example, it is not clear when a temporary closure of a hospital falls into this 
category. 

W'here a DHA has to take a decision quickly, it must inform the CHC of the 
decision and of the reason for the lack of consultation. 5 DHAs have to 
provide CHCs with such information ‘as they reasonably require’ about the 
planning and operation of health services. 5 

CHCs can pass on general complaints to DHAs and can advise the public on 
how to make an official complaint against a GP or hospital. CHC staff can 
act as Patients’ Friends during complaint hearings (see page 46). 

In Scotland 

The public is indirectly represented on Health Boards through those 
members nominated by local authorities who make up part of the 
membership. 

Local Health Councils (IJiCsj 

LHCs were set up in Scotland to represent the interests of the publ id in their 
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districts. 7 There is normally one LHC per health district, each with up to 
33 members. 

The duties of the LHCs include reviewing the operation of the health 
service in their districts and recommending improvements. 

Health Boards must consult the local LHC when the Health Board has 
proposals that mean that there are likely to be ‘substantial developments or 
substantial variations’ in existing services. 11 As in England and Wales, there 
are no hard and fast definitions of what is meant by substantial. Health 
Boards are obliged to meet with each LHC at least once a year. 9 LHCs can 
pass on general complaints to Health Boards and can advise the public on 
how to make a complaint against a GP or a hospital. 

In Northern Ireland 

The region has four Area Boards which control area policy and planning, 
allocation of funds, senior appointments and quality of services. Each 
Board has four committees — Health Services, Social Services, Policy and 
Resources and Administration. 

The public is represented on the Area Boards through local representatives 
such as businessmen and trade unionists. 

Within the Boards, sixteen Districts (each led by a District Executive Team) 
carry out the health and welfare functions on a day-to-day basis. They are 
known as Units of Management. 

District Committees 

The sixteen District Committees provide the local focus for the Health and 
Personal Social Services and are made up mainly from district councillors 
and representatives of voluntary bodies. The Committees submit proposals 
for local needs, assess services, liaise with voluntary bodies and act as 
consultative bodies for the Boards and general public - for example by 
considering plans from the Boards and getting suggestions from the 
public. Each Committee has its own Secretary and can be contacted 
through its District Headquarters. The Committees also have an 
Association which acts as an information centre and liaison unit with other 
bodies, as well as organising seminars and conferences on topics of special 
interest to its members and the general public. 



Patients’ participation groups 

A patient participation group is formed by patients of one particular GP or 
group practice or health centre. There are about fifty groups known to the 
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National Association for Patient Participation (see page 57). Their work 
includes health education, preventive care, voluntary work in the 
community, discussing and meeting the needs arising in the surgery and in 
the environment as well as representing patients’ views. They have been 
set up only in practices where the GPs are sympathetic to them, and their 
powers as far as the running of the practice goes are just what GPs let them 
have. 

Individual participation in treatment 

Doctors have a duty to get the patient’s consent to treatment (see page 19) 
and to answer patients’ questions fully and truthfully (see page 27), 

However, it is generally assumed that doctors will decide what treatment is 
in patients’ best interests. So patients wishing to have a say in the decisions 
about treatment need to make this clear to their doctors. 

Some doctors are sympathetic to this sort of approach; some are not. If not, 
the only alternative for a patient wanting this involvement is to change 
doctor (see page 16). 
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6 Coir i ilaint & redress 



The NHS carries many people from cradle to grave without stumbling. But 
when it does, as it must from time to time, the people who suffer need to 
know how to complain, howto get an explanation -and how to get redress. 

It can be difficult for patients to know which procedure to follow for a 
particular complaint. They can get advice from Community Health 
Councils in England and Wales, from Local Health Councils in Scotland 
and from Area Boards in Northern Ireland, as well as from Citizens Advice 
Bureaux. 

Patients should complain about GPs’ services in writing to the local Family 
Practitioner Committee in England and Wales, to the Secretary of the 
Health Board in Scotland and in Northern Ireland to the Chief 
Administrative Officer of the Health and Social Services Board in whose 
area they live. For complaints about GPs’ conduct, see page 49. 

When the FPC or Health Board receives a complaint, it may be possible to 
deal with it by informal means. The Secretary of State recommended in 
1968 that in England, Wales and Scotland, complaints should be dealt with 
in such a way if that is enough to resolve them. 1 

A layperson of standing, with tact and sympathy, is appointed by the FPC 
or Health Board and is assisted by a doctor who explains the medical 
aspects. The layperson has complete freedom over which method to use, 
including correspondence and informal discussions. The complaint 
should be dealt with by an explanation or an expression of regret without 
commenting on the facts of the case. 

A complaint which raises a question concerning an alleged breach of a 
doctor’s terms of service, however, requires formal investigation by a 
Medical Services Committee. The letter of complaint outlining what has 
happened 2 should normally arrive at the FPC or Health Board within eight 
weeks of the incident (six weeks in Scotland and Northern Ireland - 
although this can be extended to eight) unless the delay was due to illness 
or other reasonable cause and provided the Service Committee gets the 
consent of either the GP in question or the Secretary of State. 
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The Committee consists of three lay people and three doctors, plus a 
layperson to chair it. In Northern Ireland, the Service Committee consists 
of two lay members, two medical members and a chairperson who is a lay 
member of the CSA. 

It’ the chairperson thinks that it is possible that a breach has taken place, 
and that the matter should be investigated, a copy of the statement of 
complaint is sent to the GP to get comments. If the decision goes the other 
way, the administrator asks the patient to give more details. 

If it is decided that a hearing is needed, both doctor and patient must get 21 
days' notice (14 days in Scotland and Northern Ireland), The hearing must 
be in private. Either side can be assisted by another person who may be 
legally qualified providing they are not paid, 3 In England and Wales, 
Community Health Council staff can help patients las Patients' Friends) 
during hearings. 
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The Committee produces a report for the FPC or Health Board outlining its 
conclusions and recommending what action should be taken. The FPC or 
Health Board on receiving the report, may do one of six things: 

* dismiss the complaint 

* decide there was a breach of the GP’s terms of service but take no action 

* limit the number of patients on the doctor’s list 

* recommend to the Secretary of State that the doctor should be warned to 
follow more closely the terms of service 

* recommend to the Secretary of State that part of the GP s pay should be 
withheld 

* refer the doctor to the NHS tribunal. This happens if the FPC or Health 
Board thinks that the doctor might have to be stopped from practising. 

Hospital organisation 

There is no single statutory procedure for dealing with complaints about 
the organisation of services in hospitals. But there are established 
principles to be applied by health authorities. 4 

Complaints should be made in the first instance to the person involved. 5 
If the result is unsatisfactory, patients can complain to a senior member 
of staff. If this does not resolve the matter, patients should write to the 
Hospital or District Administrator (the latter is termed the Chief 
Administrator in Wales). If the patient cannot write it down, a member of 
staff should record the complaint and the patient should sign it. Such 
formal complaints must usually be made within a year of the incident. 

The health authority then investigates the complaint in whatever way it 
considers appropriate. In a very serious case, it can set up an independent 
inquiry - but most complaints are investigated internally. 

Whatever method is used, the patient should be kept informed of what is 
happening throughout and should get an explanation once the 
investigation has been concluded. 

Hospital treatment 

After years of discussion, 1981/2 saw the launch of a new, trial system for 
handling complaints about the clinical judgment of hospital staff. 5 The 
system has three stages. 

Complaints are made, orally or in writing, to the consultant concerned, to 
the health authority or to one of its officers. At this first stage, it is the 
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responsibility of the consultant in charge of the patient to look into the 
complaint, involving any other medical staff concerned. The consultant 
should try to resolve the matter by discussion with the patient. 

Where patients are dissatisfied with the reply at the first stage, they may 
renew the complaint (and will be asked to put it in writing if it was oral). At 
this second stage, the Regional Medical Officer (RMO) in England is 
informed. (In Wales, the Medical Officer for Complaints, in Scotland the 
Chief Administrative Medical Officer and in Northern Ireland, the Chief 
Administrative Officer.) At this point, the consultant may consider that a 
further talk with the patient might resolve the issue. 

If these attempts fail, the Medical Officer can decide to set up an 
independent professional review - the third stage. The procedure is 
intended to deal with serious complaints (but not those likely to be the 
subject of more formal action ei ther by the health authority or through the 
courts). 

All aspects of the case are considered by two independent consultants in 
active practice in the same speciality. (One at least of these will be from 
another health region.) They should discuss the clinical aspects of the 
problem fully with the patient. The patient can bring along a relative, 
friend or GP to this review meeting. If the consultants consider that the 
clinical judgment of the medical staff concerned has been exercised 
responsibly, they should try to resolve the patient’s anxieties. But if they 
consider that there have been inadequacies in the care provided, these 
should be discussed with the medical staff concerned. The patient should 
be assured that steps will be taken to prevent the problem happening again. 

The consultants must report their findings, favourable or unfavourable. 
The district administrator (or Chief Administrator in Wales, Chief 
Administrative Medical Officer in Scotland or Chief Administrative 
Officer in Northern Ireland) will, on completion of the review, write 
formally to the patient on behalf of the authority, with a copy to the 
consultant. 

Psychiatric patients 

There is an account of complaints procedures specifically for psychiatric 
patients in England and Wales in Patients’ Rights Handbook, MIND, 1983. 
In Scotland, the Mental Welfare Commission (see page 56) has a duty to 
enquire into complaints of ill treatment, lack of care or treatment or 
improper detention of psychiatric patients and to bring the matter to the 
attention of the hospi tal managemen t or the local authority. 
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Serious professional or ethical misconduct 

Complaints about serious professional misconduct by a GP or hospital 
doctor should be addressed to the General Medical Council (GMC, see page 
55). If a complaint seems to be raising a question of serious professional 
misconduct, the person complaining is asked to support it by a ‘statutory 
declaration’ - a statement sworn in a set form before a Commissioner for 
Oaths, or Notary Public in Scotland. 

There is no hard and fast definition of what constitutes a serious 
professional misconduct, but the GMC gives examples 7 including; 

* serious neglect or disregard of responsibilities to patients for their care 
and treatment (eg failing to visit or treat a patient when necessary) 

* abuse of professional privileges in prescribing drugs or issuing medical 
certificates (eg prescribing addictive drugs when they are not really 
needed, or making false or misleading statements on a medical 
certificate) 

* abuse of professional confidence (improperly disclosing information 
about a patient) 

* abuse of the financial opportunities of medical practice (eg taking fees 
from patients for services that should be provided free of charge) 

* abuse of the doctor/patient relationship (eg emotional or sexual 
relationship with a patient which disrupts the patient’s family life or 
damages or distresses the patient) 

* personal behaviour that could bring the profession into disrepute 
(eg abuse of alcohol or drugs, dishonesty or indecent behaviour) 

Where it is alleged that a doctor’s behaviour amounts to serious 
professional misconduct, or where a doctor has been convicted of a 
criminal offence, the GMC can do one of four things: 

* refer the matter to the Professional Conduct Committee of the GMC for a 
formal inquiry 

* send the doctor a warning letter 

* refer the matter to the Health Committee of the GMC (where it appears 
that a doctor’s fitness to practise is impaired by a physical or mental 
condition) 

* take no action. 

In formal inquiries, the allegations must be strictly proved by evidence (as 
in a court of law). If the facts are found to be proved, the Professional 
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Conduct Committee has to decide whether the doctor’s behaviour amounts 
to serious professional misconduct. If it does, the Committee can take a 
range of action - from issuing a warning to striking the doctor’s name off 
the medical register. 8 

Where the CMC receives information suggesting that a doctor’s fitness to 
practise may be seriously impaired by physical or mental ill health, it first 
attempts to deal with the matter through an informal procedure. This may 
result in a limitation on the way the doctor practises. If necessary, the 
GMC’s Health Committee may deal with it in private. This could have 
the same result, or the doctor may be stopped from practising for up to 
12 months. 

The Health. Service Commissioner (Ombudsman) 

The Health Service Commissioner (called the Commissioner for 
Complaints in Northern Ireland) can investigate complaints about the way 
health services are run. He cannot investigate matters directly involving 
the medical treatment given by a doctor (clinical judgment).' 1 

So the Commissioner can investigate: 

* failure in the service provided by any of the health authorities, Family 
Practitioner Committees, Health Boards, Area Boards 

* failure by a health authority to provide a service which it has a duty to 
provide 

* maladministration affecting any other action taken by, or on behalf of, a 
health authority 

* breakdown in communication, including those which may have a 
bearing on clinical judgment. 

The Commissioner cannot investigate: 

* the action of GPs, or any diagnosis or treatment resulting from a GP’s 
clinical judgment 

* the action of a Family Practitioner Committee, Health Board or Area 
Board in investigating formal complaints about GPs 

* complaints already taken to a tribunal or court of law. 

Patients should complain to the healtli authority concerned before the 
Commissioner will investigate. Patients should complain to the health 
authority personally unless they cannot act for themselves, say for reasons 
of ill health. A condition for investigation is that future legal action is not: 
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planned. The complaint should reach the Commissioner within a year of 
patients realising that they have something to take to the Ombudsman, 
though this can be extended. Page 55 has the Commissioners’ addresses, 
where complaints are sent. There are leaflets about the Commissioners’ 
work from the same addresses. 

Statutory inquiries 

The Secretary of State can hold an inquiry in England and Wales into any 
matter arising from the National Health Service Act 1977. 10 In Wales, this 
power can be exercised by the Secretary of State for Wales. The Secretary of 
State for Scotland can hold an inquiry into any matter giving rise to grave 
public concern. 
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Secretary of State’s default powers 

If the Secretary of State for Social Services, the Secretary of State for 
Scotland or the Secretary of State for Wales thinks that a health body has 
failed to carry out any of its functions under the appropriate National 
Health Service Act, he can make inquiries. 11 The Secretary of State can then 
declare the body to be in default and replace the members. In England and 
Wales, this applies to Regional Health Authorities, District Health 
Authorities, Special Health Authorities 12 and Family Practitioner 
Committees. In Scotland, this applies to Health Boards. (Page 54 has details 
of these bodies.) 

Complaints from the public is one way these issues come to the attention of 
the Secretary of State. 

Legal action 

Patients can sue a health authority or a doctor if a doctor fails to use 
reasonable skill and care and the patient is damaged as a result. 12 A higher 
standard of skill will be expected of a senior doctor, such as a consultant, 
than of a junior one. The standard expected is that of a reasonably 
competent doctor of that level. 14 

Taking a complaint to the FPC or Health Board or through the hospital 
complaints procedure does not prevent a patient from suing a doctor. (But 
if a patient sues, it does rule out the Ombudsman.) 

Compensation 

Legal action is the only way to obtain redress in the form of compensation 
for damage or loss of earnings. Success with a complaint using any of the 
procedures described in the last few pages carries no financial 
compensation. Health authorities sometimes choose to make payments tq 
patients injured during tests or treatment; it is not a clear right that patients 
can enforce. All hospital doctors are required to be covered, by way of 
professional indemni ty against legal action. GPs are recommended to be 
covered. 

A Community or Local Health Council, Citizens Advice Bureau or general 
advice centre can give some advice on legal action. But if the patient 
decides to sue, a solicitor or Law Centre will be necessary. 
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7 Contacts 



Addresses of health authorities and 
organisations are not always listed in 
phone directories. Community Health 
Councils, Local Health Councils, 
Citizens Advice Bureaux and general 
advice centres keep addresses of local 
health bodies. 



HEALTH AUTHORITIES 

Department of Health and Social 
Security (DHSS) 

Alexander Fleming House 
Elephant and Castle 
London SEl 6BY 
Telephone 01-407 5522 
The government department 
responsible for central planning of the 
NHS, and for monitoring its 
performance. 

Welsh Office-Health and Social 
Work Department 

Cathays Park 

Cardiff CFl 3NQ 

Telephone 0222 825111 

The government department 

responsible for central planning of the 

NHS in Wales and for monitoring its 

performance. 

Scottish Home and Health 
Department (SHHD) 

St Andrews House 

Regent Road 

Edinburgh EH1 3DE 

Telephone 031-556 8501 

The government department 

responsible for central planning of the 

NHS in Scotland and for monitoring its 

performance. 



Northern Ireland-Department of 
Health and Social Services 

Dundonald House 

Upper Newtownards Road 

Belfast BT4 3SF 

Telephone 0232 650111 

The department responsible for central 

issues and the co-ordination of the 

services within Northern Ireland. 

England and Wales 

Regional Health Authorities (RHAs) 

Responsible for regional planning and 
priorities; balancing the needs of 
different areas, allocating resources to 
them, and monitoring their 
performance, In England, there are 
14 RHAs, listed under Regional in 
telephone books. In Wales, the work of 
RHAs is done by the Welsh Office 
(address above). 

District Health Authorities (DHAs) 

Responsible for the management of 
health services and for planning within 
their district. There are 192 DHAs in 
England and 9 in Wales. 

Family Practitioner Committees (FPCs) 

Responsible for the administration of 
the services of GPs (as well as the 
services of dentists, opticians and 
chemists). Publish lists of all the 
practitioners in the locality. Approve 
the use of deputising services and the 
standard of doctors’ surgeries. There are 
98 FPCs of which 8 are in Wales. 

At present, FPCs are linked 
administratively to DHAs. Where they 
are listed in phone books, FPCs are 
under Family. 
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Community Health Councils (CHCs) 

CHCs represent to the DHA the interests 
of the public in the health service in its 
district. They have a right to 
information from the DHA about 
services in their district, and to be 
consulted about plans and proposed 
changes. They can bring general 
complaints and suggestions to the 
attention of the DHA, and assist 
individuals to make a complaint. 

CHCs are usually listed under 
Community in telephone books or 
under the individual name of the CHC, 
eg. Islington CHC listed under I. 

Scotland 
Health Boards 

Responsible for the management of 
health services and for planning within 
their area. There are 15 Health Boards. 
Health Board areas maybe divided into 
districts. For example, the Greater 
Glasgow Health Board has five district 
boards. They are listed under Health 
Boards in telephone books. 

Local Health Councils (LHCs) 

Represent the interests of the public in 
the health service in their districts. They 
have a right to information from the 
Health Board and to be consulted about 
plans and proposed changes. LHCs, may 
be listed under Health Board, Local 
Health Council or Health Services in 
telephone books. 

Northern Ireland 

Central Services Agency (CSA) 

27Adelaide Street 
Belfast BT2 8FH 
Telephone 0232 224431 
The Agency has an administrative 
function for personnel, legal services 
and supplies. It has registers of all 
medical practitioners, opticians and 
chemists; it is also responsible for 
issuing medical cards and exemption 
certificates for prescriptions. 



Area Boards 

Control policy and planning, allocation 
of funds and quality of services within 
their area. There are four Area Boards, 
listed under Health in telephone books, 

District Committees 

District Committees are the consumer 
representative bodies of the Health and 
Social Services in Northern Ireland. 
They can be contacted at the District 
Headquarters. 

OTHER OFFICIAL HEALTH 
ORGANISATIONS 

General Medical Council (GMC) 

44 Hallam Street 
London Wl 

Telephone 01-580 7642 
Set up by parliament to oversee 
standards of medical training and 
practice. Registers doctors (ie. allows 
them to practise). Takes action in cases 
of criminal conviction, serious 
professional misconduct and unfitness 
to practise (see page 49). 

Health Service Commissioner for 
England (Ombudsman) 

Church House 
Great Smith Street 
London SWlP 3BW 
Telephone 01-212 7676 
Investigates complaints about 
maladministration and failure to 
provide the proper health services. 

Health Service Commissioner for 
Wales (Ombudsman) 

4th Floor 

Pearl Assurance Plouse 
Grey friars Road 
Cardiff CFl 3 AG 
Telephone 0222 394621 
Same functions as England’s 
Ombudsman. 

Health Service Commissioner for 
Scotland (Ombudsman) 

71 George Street 
Edinburgh 

Telephone 031-225 7465 
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Investigates complaints about 
maladministration and failure to 
provide the proper health services. 

Commissioner for Complaints 
(Ombudsman) 

33 Wellington Place 
Belfast BTl 6HN 
Telephone 0232 233821 
Investigates complaints about 
maladministration and failure to 
provide the proper health services. 

Medical Practices Committee 

9th Floor 

Euston Tower 

286 Euston Road 

London NWl 3DN 

Telephone 01-388 6471 

Responsible for the distribution of GPs’ 

practices; attempts to achieve fairer 

distribution by stopping more doctors 

practising in areas that are already well- 

served. 

Mental Welfare Commission 

22 Melville Street 

Edinburgh EH3 

Telephone 031-225 7034 

Set up by parliament to protect the 

mentally disordered. The Commission 

has a duty to bring to the attention of the 

Secretary of State, a hospital authority 

or a local authority any matter necessary 

to secure the welfare of any patient 

suffering from mental disorder. 

Northern Ireland Council for 
Social Services 

2 Annadale Avenue 
Belfast BT7 3JH 
Telephone 0232-640011 
The Council is an independent charity 
working throughout Northern Ireland 
for the development and support of 
voluntary action. The Council’s 
activities include a community 
information service for the voluntary 
sector, an information service for 
disabled people as part of the Northern 
Ireland Council for the I-Iandicapped; 
headquarters for Citizens Advice 



Bureaux; Secretariat for International 
Year of Disabled People 1981 ; 
administration of trust funds for the 
elderly and needy; conferences on 
social issues affecting the community. 

ORGANISATIONS REPRESENTING 
PATIENTS 

Association of Community Health 
Councils for England and Wales 

362 Euston Road 
London NWl 
Telephone 01-388 4814 
The Association serves the independent 
Communi ty Health Councils in England 
and Wales. It acts as a forum for their 
views and recommendations and 
provides an information service to 
them. It publishes a monthly newspaper 
called CHC News, 

Association of Welsh Community 
Health Councils 

C/o Ceredigion Community Health 
Council 

5 Chalybeate Street 

Aberystwyth 

Dyfed 

Telephone 0970 4760 

Has a similar function to the English 

Association. 

Association of Scottish Local 
Health Councils 

18/19 Claremont Crescent 
Edinburgh 

Telephone: 031 556 3288 
The Association serves the independent 
Local Health Councils. It acts as a forum 
for their views and recommendations 
and provides an information service to 
them. 

MIND (National Association for 
Mental Health) 

22 Harley Street 

London WIN 2ED 

Telephone 01-637 0741 

MIND provides information, advice and 

assistance and selective representation 

for test cases in any matter related to 
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mental health law and policy. MIND’s 
Legal Department provides a free 
representative to any patient who 
requires representation before a Mental 
Health Review Tribunal. MIND also 
publishes a wide range of training 
guides, consumer leaflets and 
campaigning documents in mental 
health. 

Scottish Association for Mental Health 

67 York Place 
Edinburgh 

Telephone 031-556 3062 
The Scottish Association for Mental 
Health provides information, advice 
and assistance and works through local 
associations, self-help and community 
groups in the development of support 
services in the community. 

Northern Ireland Association for 
Mental Health 

84 University Street 

Belfast BT7 1HE 

Telephone 0232 228474 

The Northern Ireland Association for 

Mental Health has several publications 

of interest to patients’ relatives to whom 

it offers an active support role. It also 

welcomes enquiries on mental health 

matters. 

National Association of Disablement 
Information and Advice Services 
(DIAL UK) 

Dial House 

117 High Street 

Clay Cross 

Chesterfield 

Telephone 0246 864498 

Provides free, impartial and 

confidential advice and, in some cases, 

practical help , to anyone with a problem 

or query about disablement. 

National Association for 
Patient Participation 

C/o Mrs Joan Mant 

Hazelbank 

Peaslake 

Guildford Surrey 
Telephone Dorking 730405 



NAPP encourages the formation and 
development of new patient 
participation groups (page 42). Steering 
committee meetings are held 
approximately every two months in 
different parts of the country, to give all 
groups an opportunity of direct 
representation. 

National Association for the Welfare of 
Children in Hospital 

7 Exton Street 

London SEl 8UE 

Telephone 01-261 1738 

NAWCH provides an information and 

advice service for children, parents, 

professionals and ail concerned with 

the welfare of sick children. 

National Association for the Welfare of 
Children in Hospital (Scotland) 

94 Murrayfield Gardens 
Edinburgh EH12 
Telephone 031-337 6412 
The NAWCH equivalent for Scotland. 

Help for Health; Patient Care 
Information Service 

Wessex Regional Library Unit 
South Academic Block 
Southampton General Hospital 
Southampton 809 4XY 
Telephone 0703 777222, 
extension 3753 

Help for Health is a resource centre of 
information to enable patients to 
understand health problems, to look 
after themselves and to make full use of 
the help available to them from 
statutory and voluntary sources. The 
centre keeps addresses of voluntary 
organisations and self-help groups both 
national and regional, and has a large 
collection of self-help books, leaflets 
and periodicals. Help for Health 
provides an enquiry service by phone, 
letter or personal visit. People outside 
Wessex can get general information and 
details of national organisations. 

Patients Association 

Room 33 

18 Charing Cross Road 
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London WC2H0HR 
Telephone 01-240 0671 
The Patients Association is an advice 
service which aims to represent and 
further the interest of patients, give help 
and advice to individuals, acquire and 
spread information about patients’ 
interests and promote understanding 
and goodwill between patients and 
everyone in medical practice and 
related fields. 

Patients Association (Scotland) 

13 Pinewood Avenue 

Lenzie 

Glasgow G6 

Telephone 041-776 4583 

Same functions as England’s Patients 

Association. 

ORGANISATIONS REPRESENTING 
DOCTORS 

British Medical Association 

BMA House 
Tavistock Square 
London WCl 
Telephone 01-387 4499 
The BMA is by far the biggest 
professional association for doctors: 65 
per cent of NHS doctors are members. It 
negotiates pay levels and working 
conditions, and is also concerned with 
standards of practice, scientific matters 
and medical ethics. Within the BMA, 
GPs are represented by the General 
Medical Services Committee, 
consultants by the Central Committee 
for Hospital Medical Services, doctors 
in training by the Hospital Junior Staff 
Committee. These bodies are composed 
of representatives from the Local 
Medical Committees (GPs) and the 
Regional Committees for hospital 
medical staff. 

BMA (Welsh Office) 

195 Newport Road 

Cardiff 

CF2 1UE 

Telephone 0222 485336 
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BMA (Scottish Office) 

7 Drumsheugh Gardens 
Edinburgh 

Telephone 031-225 7184/7 

BMA (Northern Ireland Office) 

609 Ormeau Road 
Belfast BT7 3JD 
Telephone 0232 649065 

Hospital Consultants and Specialists 

Association 

The Old Court House 

London Road 

Ascot 

Berkshire SL5 7EN 
Telephone Ascot 25052 
Another professional association. 

Medical Practitioners’ Union 

79 Camden Road 
London NWl 9ES 
Telephone 01-267 4422 
Another professional association. 

Medical Defence Union 

3 Devonshire Place 
London WIN 2EA 
Telephone 01-486 6181 

Medical Protection Society 
50 Hallam Street 
London WIN 6DE 
Telephone 01-637 0541 

Medical and Dental Defence Union of 
Scotland Ltd 

113 St Vincent Street 
Glasgow G2 5EQ 
Telephone 041-221 8381 
These three provide doctors with 
indemnification for compensation 
claims and the legal costs involved in 
negligence cases. Hospital doctors are 
required by their contract to be a 
member of a protection organisation or 
to be covered by an approved policy of 
insurance. GPs are not officially 
recommended to join but very few are 
not members ; in the case of partnerships 
in general practice, it is usually a term of 
contract that partners do maintain 
membership. These bodies also advise 
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members on legal and professional 
matters, conduct legal proceedings on 
their behalf and so on. They also 
produce publications on medical 
issues. 

Royal Colleges and Faculties 
The Faculty of Anaesthetists 
The Faculty of Community Medicine 
The Royal College of General 
Practitioners 

The Royal College of Obstetricians and 
Gynaecologists 

The Faculty of Occupational Medicine 
The Royal College of Pathologists 
The Royal College of Physicians of 
London 

The Royal College of Physicians of 
Edinburgh 

The Royal College of Physicians and 
Surgeons of Glasgow 
The Royal College of Psychiatrists 
The Royal College of Radiologists 
The Royal College of Surgeons of 
England 

The Royal College of Surgeons of 
Edinburgh 

These Royal Colleges and their 
Faculties are concerned with standards 
of medical practice. They hold 
postgraduate examinations and 
recommend the training and experience 
that is necessary before doctors are 
appointed as hospital consultants or 
principals in general practice. The 
Colleges and Faculties are also 
concerned with general medical issues, 
including those of public health in their 
own field. The addresses of Royal 
Colleges are listed in the main London 
or Scottish phone directories. 

ALTERNATIVE MEDICINE 

The Institute for Complementary 

Medicine 

21 Portland Place 

London WIN 3AF 

Telephone 01-636 9543 

Produces a directory of registered 

therapists in chiropractic, acupuncture, 



osteopathy, medical herbalism, and 
homoeopathy. Will supply name and 
address of local practitioners on receipt 
of a stamped, addressed envelope. Will 
refer enquiries about other alternative/ 
complementary specialities to relevant 
associations. A free service. 

British Society of Medical and 
Dental Hypnosis 

PO Box 6 
Ashtead 

Surrey KT21 2HJ 

General enquiries about hypnotherapy 
(stamped addressed envelope). 

National Federation of 
Spiritual Healers 

Old Manor Farm Studio 

Church Street 

Sunbury on Thames 

Middlesex TW16 6RG 

Telephone Sunbury 83164 

Names of healers in a particular area 

(stamped addressed envelope or phone). 

British Alliance of Healing 
Associations 

Secretary: E S Bredin 

Rose Trees 

17 Fernwood 

Hadieigh 

Benfleet 

Essex 

Telephone Southend on Sea 558430 



SELF HELP 

Self Help and the Patient 
A directory of national organisations 
concerned with various diseases and 
handicaps. 

1982, Patients Association, £1.75 

Local self-help groups 

Help from Community Health Council, 
Local Health Council, Citizens Advice 
Bureau, Council of Voluntary Service, 
or any general advice centre. 
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PREGNANCY, BIRTH AND THE FIRST 
YEAR OF LIFE 

Association for Improvements in the 
Maternity Services (AIMS) 

Secretary: Christine Rodgers 

163 Liverpool Road 

London Nl ORF 

Telephone 01-278 5628 

AIMS is collecting information on 

patients’ rights in this field. 

The Maternity Alliance 
309 Kentish Town Road 
London NW5 
Telephone 01-267 3255 

The National Childbirth Trust 

9 Queensborough Terrace 
London W2 3TB 
Telephone 01-221 3833 

The National Childbirth Trust in 
Scotland 

Stockbridge Health Centre 
India Place 
Edinburgh 3 

Telephone 031-225 9191 Ext 51 

The Society to Support Home 
Confinements 

17 Laburnam Avenue 
Durham 

Telephone 0385-61325 

Enclose a large stamped addressed 

envelope. 

Birth Rights 

C/o Bajinsky 
2 Forth Street 
Edinburgh 

Telephone 031-557 0960 

Ulster Pregnancy Advisory Association 
338 Lisburn Road 
Belfast 9 

Telephone 0232-667345 

CURA 

Telephone Belfast 644963 
Telephone Londonderry 68467 

REFERENCES 

Full details of the abbreviated 



references to Regulations used 
throughout the book: 

NHS Regulations 1974 
National Health Service (General 
Medical and Pharmaceutical Services) 
Regulations 1974 (as amended), 
Statutory Instrument 160/74 

NHS Regulations (Scotland) 1974 
National Health Service (General 
Medical and Pharmaceutical Services) 
(Scotland) Regulations 1974 (as 
amended), Statutory Instrument 506/74 

Health and Personal Social Services 
Regulations (Northern Ireland) 1974 
Health and Personal Social Services 
(General Medical and Pharmaceutical 
Services) Regulations (Northern 
Ireland) 1974 (as amended), Statutory 
Rules No. 421/73 

Local reference libraries may have the 
references mentioned here and in the 
text. The DHSS library (address page 00) 
is open only on application. The King’s 
Fund Centre Library (126, Albert Street, 
London NWl, telephone 01-267 6111) 
is open to the public and will answer 
telephone enquiries. The Scottish 
Health Services Centre (Crewe Road 
South, Edinburgh, telephone 031-332 
2335) sometimes allows public access 
on application. In Northern Ireland, the 
Science Reference Library of the Central 
Library (Royal Avenue, Belfast) is open 
to the public. 

The Hospitals and Health Services Year 
Book (published annually, Institute of 
Flealth Service Administrators) 
includes lists of all health authorities, 
hospitals, statutory instruments, 
circulars, summaries of official reports, 
statistics on the health service and lists 
of organisations connected with health. 

Information on major established side- 
effects of drugs is in The: British 
National Formulary (published twice a 
year by the Pharmaceutical Press) 
which can be ordered from booksellers 
and should be in reference libraries. 
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